7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

‘ Leveraging Resources na Changfng Market Tel: 952.835.1288 o Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_\Z&Y“l First Name ___p1ee Middle Initial _____
Street Address_/(02/ czve/yl! < T Apt/Ste

City/Stateizip ___ 37 '}th/. han/ 5S7/04

Phone Number _éj’ SYELT RSO Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of identity and legal abili to work in the U.S.A.
Are you legally authorized to work in the United States of America? #YES ONo

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibllities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain clients of ESSG.
This may include but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.
| release ESSG and other Persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
false or misieading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result In my termination.

If hired, | agree to ablde by the policies and procedures of ESSG,

hec anryg NMee Lt oy /AR A4
Name (Print or type) Applicant's Signature 4 Date

A copy or facsimile ("fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHwW -9 8850 w4
Emergency Contact Info Background Release Form Background Results Unempioyment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms Rev. 112013



Th do not apply to supplementzl N income. If you have a large amount of
Form W4 (2014) greater han 81,000,006 1° S4PPlementa wages NOTWagS oo, Such as Paeres S umout

Purpose. Complete Form W-4 s0 that your employer the Personal Allowances Worksheet below. The
can withhald the correct federal Income tax from your waorkshests on page 2 further adjust your

pay.

consider making estimated tax lyments using Form
Pasic instruotions. If you are not exempt, complets 1040-ES, Estimated Tax for Individuajs, Otherv%lse, you

may ows adgditional tax. If you have pension or annuity
Consider completing a new Form W-4 each ysar withholding allowanoes based on itemized Jncome, see Pub. 605 to find out {vay_gg.should adjust

and when your personal or financlal situation changes, dagwucﬂons. c:rglrtxalrllﬂ orlm}ltsb,sadrjl:l’:gnents 1o Income, 1"::"' withholding on F';":' W‘::"" 4

Exemption from withholding, If you are exempt, or two-samers/muitiple jobs situations, 0 eamners or multiple jobs. If you have a

gomp ate only lines 1, 2, 8, 4, and 7 and slign the form Complete all workshests that apply, Howaver, you Jerking spouse or mora than ane job, figura the
res ar

validata it. Your exsmption for 2014 may claim fawer (or zero) allowanees. For regul
Feng:? 17, 2016. Ses Pub. 505, Tax Vevmholdlng ; Wagen, wlthholdll(lg il be based on allowancas i, 2ll Jobs using workshests from anly one Form
ax.

total number of allowances you are entitled to olajm

W-4. Your with| olding usually will be most accurate

(EEEAE you clalmed and may not be a fiat amourt or when all allowances are claimed on the Form W-4

Note. if another person can claim you as a depsndent percentage of wages. for the highest job and zero aflowances are
on his or her tax retum, You cannot claim exemption Head of household. Generally, you can claim head claimed gn thap enrg.]See Pub. 506 for detajlg,

from

Includes more than $350 of uneamed Income (for you are unmanie

withholding if your Income exceeds $1,000 and of household flllng status on your tax return :fntlg if
[

Nonresident afien, If You are a nonresident allen,
and pay more than 50% W-4

or Instruotions for Nonresidant Allens, before

example, Interest and dividends), costs of keeping ) 4p 8 home for yoursef and your 5ee Notice 1392, Suppiemental Form
] endent(s?

ons. An employee may be able to alalm
exemgon from wlthhnpl ng ev:r}; if the employee Is a

er qualifying Individuals, See
it 501, Exemptions, Stardas Deduction, and completing this form,

d
P
dependent, if the em Ioyee: Flling Information, for information, Check your withholding. After your Form W-4 takes
0 1: age 65 or older. - Tax oredits, You can take pml,ectad fax credits Into account ffect, use Pub. 505 to see how the amount you are
’ um

* [s blind, or

having withheld compares to your projected total tax
lgggg'}grygﬁf:g%:gggm gg&ggggg’z%:"tgmﬁ? for 2014, See Pub, 505, espaclally ﬁ your eamings
tex oredit may ba claimed using the Personal Allowances exceed §130,000 (Single) or $1 80,000 (Married).

Wil claim adjustments to Income; tax credits; or Worksheet below. Ses Pub. 505 for Information on Future developments, Information about anyﬁsllt;lﬁre
on

L ]
itemized

deductions, on his or her tax retum, converting your other credits Into withhoiding allowances, davelopments affeating Form W-4 (such as |
verting yo redits g allowan mctaﬁ after we ,a,eaga. 1t) will be ;(:ostad atevglww.lfagovlm.

Personal Allowances Worksheet (Keep for your records.)

A

Enter “1" for yourself if no one else can claim you asadependent. . ., , . © 0 0°0 0.0 g 9B 6w o o L\
* You are single and have only one job; or

Enter “1” if: { * You are married, have only one job, and your Spouse does not work; or }
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,

Enter “1* for your Spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

than one job. (Entering *-0-* may help you avold having too little tax withheld) . . . , . | | o § B

Enter number of dependents (other than your Spouse or yourself) you will claim on your tax return . G A

Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above)

|

mTMOO

Child Tax Credit (including additional child tax credit). See Pub. 972, Chlld Tax Credit, for more Information.

* If your total Income will be less than $66,000 ($95,000 if married), enter “2” for each eligible chlld; then less *1 i you

have three to six ellgible children or less “2» if you have seven or more eliglble children,

* If your total Income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1 for each eligible child . oo (9
Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum) > H

* If you plan to itemize or claim adjustments to Income and want to reduce Your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all * If you are single and have more than one job or ars married and you and your spouse both work and the combined
worksheets earnings from ali jobs exceed $50,000 ($20,000 it married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too littie tax withheid,

® If nelther of the above situations applles, stop here and enter the number from fine H on line 5 of Form W-4 below.

|

Separate here and give Form W-4 to your employer. Keep the top part for your records,

] w_4 Employee’'s Withholding Allowance Certificate OMB No. 1545-0074

Department of the Treasury » Whether you are entitled to clalm a certain number of allowances or exemption from withholding is 2 @ 1 4
Intemal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1

Your first name and middle initial Last name 2  Your social security number

ee. Vary 8/7- So o)

/

Home address (number and Street or rural route) 3 M singe [T marmiea [J Married, but withhold at higher Single rate,
oy ‘3’4.(/ el . ST Note. If maried, but legally separated, or Spouse Is a nonresident allen, check the “Single® box.

'Elty or town, sta_te, and ZIP code _IEy 6 4 K your last name differs from that shown on your social security card,
S P !, nas L S/o check here. You must call 1-800-772-1213 for & replacement card, P[]
T

D O,

Total number of allowances You are claiming (from iine H above or from the applicable workshest on page 2) ]i 3
Additional amount, if any, you want withheld from each paycheck . . ., | | o s {i $
| cialm exemption from withhoiding for 2014, and | certify that | meet both of the foliowing conditlons for exemption.

If you meet both conditions, write “Exempt” here. ., . . . b

Und

er penaities of perjury, | deciare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete,

Employee’s signature
(This form is not valid unless you signit) » e Vg Date» //-9e. s¢s

8

Employer's name and address (Empioyer: Compiete lines 8 and 10 only if sendirl§ to the iRS.) 8 Office code {optional) | 10 Empioyer identification number (EIN)

For

Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 2014



T

Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

Expires 03/31/2016

NG/ 1 : OMB No. 1615-0047
U.S. Citizenship and Immigration Services
P>START HERE. Read instructions carefuily before complsting this form.

The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) they wiil accept from an employee. The refusai to hire an indiv

idual because the documentation presented has a future
explration date may also constitute illegal discrimination.
Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial (Other Names Used (if any)
VOng mee-
Address (Stm"e’t Number and Name) Apt. Number | City or Town State Zip Code
Ol Euehd T ST Poan/ ma | 85/0¢
Date of Birth {mm/ddAryyy) |U.S. Social Security Number | E-mal) Address Telephone Number
Olf--1S- 1974 Bl THEH ol IS 51 2417 2250
| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.
| attest, under penalty of perjury, that | am {check one of the following):
A citizen of the United States

[[] A noncitizen national of the United States (See instructions)
[ A lawful permanent resident (Alien Registration Number/USCIS Number):

] An alien authorized to work until
(See instructions)

(expiration date, if applicable, mm/dd/yyyy)

- Some allens may write "N/A" in this field.

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Allen Registration Number/USCIS Number:

3-D Barcode
OR Do Not Write in This Space
2. Form |-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A"

on the Foreign Passport Number and Country of Issuance fields, (See instructions)

Signature of Employee:

ree vong Date (mmddyyyy): | | ’w/ /(_/

ication (7o be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury,

that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator:

Date (mmsddsyyyy):

Last Name (Family Name)

First Name (Given Name)

Address (Street Number and Name)

City or Town State

Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N




Employer Completes This Page

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and s8ign Section 2 within 3 business days of the employee's first day of employment You
must physically examine one document from List A OR éxamine a combination of one document from List B and one document from List C as listed on

the "Lists of Acceptable Documents” on the next page of this form. For each document you review record the following information document title,
Issuing authority, document number and expiration date, if any.)

Employee Last Name, First Name and Middle initial from Section 1: \} (A, V\. (/\ W\ @,C/

List A OR - ListB Jd~ AND ListC
Identity and Employment Authorization Identity Employment Authori;aﬁon
Document Title: Document Title; \ » Documentgm§: (_d‘
\V‘CV?S \(bl/\ S'? . C&\ )
Issuing Authorfty: l_ssTgA ority: Issuing Authority:
S e . <% A
Document Number; Document Numbey: cument Number, j
GYYB |G )32 | EPTVS _Glgs
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (n’afy) m/ddfyyyy): Expiration Date ﬁfgﬁﬂ(mnvdd/yyyy):
= =5 217 155 D]} e
B

Document Title; [

Issuing Authority:

Document Number:

Expiration Date (i any}(mm/dd/yyyy):

3-D Barcode

Document Title; Do Not Write in This Space
Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
Certification

| attest, under penalty of perjury, that (1)1
above-listed document(s) appearto b
employee is authorized to work in the

e genuine and to rel
United States.

The employee's first q§y of emp}oyment (mm/dd/yyyy):

have examined the document(s) presented by the above-named employee,

ate to th employee named, and (3) to the best of my knowl

/"

(2) the
edge the

[4 0{/ { ¢ (See instructions for exemptions.)

Signature of I orfAuthorized Representative Date (mmyc ) Title of Employep/or Authorized Representative
/20 [ty | el B,
Last Name (Family Nan?S)T First Name (Given Namef Employer's Business or Organizatidn Name
A—{Z,( ﬁS . Mq , EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number andName) City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires

employer or authonzed representative.)

A. New Name (if applicable) Last Name (Family Name)

B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. Ifemployee's previous grant of employment authorization has
Presented that establishes current employment authorization i

expired, provide the information for the document from List Aor

List C the employee
n the space provided below.

Document Title:

Document Number: Expiration Date (if any)(mmvddfyyyy):

| attest, under penalty of perjury, that
the employee presented documentys)

to the

, the documenty(s) | have examin

best of my knowledge, this employee is authorized to work

ed a

in the United States, and if
Ppear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative:

Date {mm/dd/yyyy).

M=y,

Print Name of Employer or Authorized Representative:

=
v
FormI-9 03/08/13 N
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain Information about you for employment Purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “Investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates, These reports may contain Information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any Investigative consumer report and to request a copy of your report., Please be

website is at www.oran etreescreening.com, or another outslde organization, The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. Asa result, you should carefully consider whether to exerclse your
right to request disclosure of the nature and scope of any Investigative consumer report.

New York and Malne applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer reportrequested by ESSG by
contacting the consumer reporting agency identified above directly. You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reportingagency designated to handle Inquiries, which ESSG shall provide within 5 days.

Oregonapplicants or employees only: Information describing your rights under federal and Oragon law regarding consumer Identity theft protection, the storage
and disposal of your credit information, and remedies available should you suspect or find that ESSG has not maintained secured records Is available to you upon
request.

Washington State applicants or empioyees only: You-also have the rightto request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Cradit Reporting Act,

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both 6f these documents, | hereby authorize the obtaining of “consumer reports”
and/or “Investigative consumer reports” by ESSG at any time after receipt of this authorizatlon and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
university {(public or private), information service bureau, company, or insurance company to furnish any and al| background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-9040, ORANGE TREE
EMPLOYMENT SCREENING's website is at: Www.orangetreescreening.com, another outslde organization acting on behalf of the company, and/or
the company itself, | agree that a facsimile ( “fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or employees only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law,
Minnesota and Oklahoma applicants or employees oniy: Please check this box if you would like to receive a copy of a consumer report if one is obtained by ESSG.

D {Must include emall address; )

Signature; hiee van 9 Date: /{- 2o~ /4
BACKGROUND INFORMATION
Last Name; VO\V\é First:__ Ve.e Middle:
Other Names/Alias:
Social Security #*: _ 411 - $o . 2/ &S Date of Birth (mm/dd/yyyy)*:_¢h ¢/ . /S - [92¢
Driver'sLicense #: £/ -G¢/ Sos/72132 State of Driver’s License: NS
Present Address: [ 2 / Euch J ST Telephone # (Primary): s/ 147 . 2t 5o

City/State/zip; S J Pac ’ M~ 5S/706

*This information will be used for background screening purposes only and will not be used as hiring criteriq,




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name; nee- t/yon ?
Address: __ oo/ Luchd ST Sm“JPuuf. e - SS/66
Home Phone: __£'S') ¢/ « .22.8%0

EMERGENCY CONTACTS

Please list two people (in priori

ty order) who could be contacted in case of an emergency

Contact #1

Name: Cli"e’h"'l Xion 1

Relationship: F ¥ revad -

Home Phone:
CellPhone: 657 R¢b6- 571392

Work Phone:

Contact #2
Name: \/uh_l.t )(('c)‘:?

Relationship: &/ adj AW ;

Home Phone:

Cell Phone: 85/ @62 G719

Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

This information will remain confidential and will onlv be 11cer in the cmen ~c - - .




employer solutions staff ing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election, wages will be paid by Payroll Debit Card.
SECTION T BASIC INFORN A FION

SECHON 2 DANROET ERE G ToN
|| Direct Deposit (Please camplete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections4 and 5 below)
SEGHONDIREGE D] DOSE

[0 Update Bank Account

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Date

Account Type: [J Checking [] Savings | Cother

*  Tohelp us avoid making an error, please attach a capy of a voided check. (a deposit slip will not work)
*  Ifyon change banks, do not close your ald bank account until your direct deposit has started at the new bank, which

DEBEE CAR

may take 2 pay periods,

D GLEOBNL CAST CARD)

Federal law requires all financia] institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for You, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroil Debit
Card to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address o BoxNor ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL, DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

Thave received my Payroll Debit Card, weicome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or mude available to me from time to time from the financial institution, 1

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature:
SLETION 3 AL IORIZANTTON

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @

this information will only be used to send your Paystubs electronically

Employee's Signature: I\EC |74 "*”\/’9 Date: J/ -R o~ A«




employer solutions staff INg group.
. Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
=== U COUNFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Nee (Oun g
Employee Signature

EmployerSolutions Staffing Group LIS, Representative



employer solutions staff INg group.

. Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a |a policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): w~ea Qe

Signature/Firma: N\ee  Uing
. T

c



o 3030 Pre-Screening Notice and Certification Request for

{Rev. January 2012) the Work Opportunity Credit OMB No. 1546-1500
En.famal 5&'&’32%15:11"" > See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name rMee  oone Social security number > 617 - £0 - g ©
g /

—

Street address where you live o2l Euc/) ol <s |

City or town, state, and ZIP code Q T TDCLUL/, M/ A Sl1ob
County (20 Sey Telephone number (> S/ UL 250

If you are under age 40, enter your date of birth (month, day, year) o UY. 1S- /97 U

1 [J Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency

2 [] Check here if any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (T. ANF) for any 9
months during the past 18 months.
* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Recelved SNAP benefits {food stamps) for at least 3 of the Past 5 months, but is no longer eligible to receive them.

* During the past year, | was convicted of a felony or released from prison for a felony.

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* lam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unempioyed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months, or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

Signature— All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete,

Job applicant’s signature p e vea ey Date //- 2 ©- iy
For Privacy Act and Paperwork Reduction Act Notice, see page 2/ Cat. No. 22851L Form 8850 (Rev. 1-2012)
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Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE R E TR OTAX

DpRrcialislsin Tax Cradit Administeation
EMPLOYER SECTION:
ESG FEIN#; ESG Client Name & State:
Hiring Manager-: Position: Starting Wage: $
EMPLOYEE SECTION: g
fEnployee Name: Street Address: City/State: Zip:
rre  Lan 1021 cuclid ST 8T Panl pny | S5St06
SS#: | Date of Birth: Age: Have you worked for | If yes, location:
o ) - ¢ 2 this company before?
b7 -0 -ol5S | pa /s /1974 | do I b
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D E
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: . County; State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D E]
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please Pprovide a copy of your SST documentation,
4. Have you received any type of vocational rehabilitation services within the past two years? D &

If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*If you checked yes Please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Areyou a Veteran of the U.S. Military? *Jfyes, Please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From: / / To: / /
Branch of Service:

Are you entitled to or are You receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

O
K

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?

OO0 o0
O OO

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: / / Release Date: / /
Was this a D Federal or D State conviction? If State - County: State:
’7 Additional Tax Credits
TEC (Native American): Are you or your spouse a member of a Native American Tribe? D D

*If you checked yes please Pprovide a copy of your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE;

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed 10 determine tax credit eligibility to my employer, employer
representative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: N e e veun ~ Date: [/-® .o, 4.



employer solutions staffing group
. Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 .0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your employer immediately of an new injuries or conditions that impact

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.

Signed: hee- L/ ““M"/j

Printed Name: viee- Vm’(\j




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 I have read the entire contents of this policy and | am aware and fully

in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,

Individual’'s Name V

I 2o- Yy
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



M ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. I agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: ll-20 - ty
Associate's Signature: NAe =€ (/o\nc',

Associate's Printed Name: ek~ \JSog g

Orientation provided by: M A /
S

<

24



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge that, except for the policy of at-will employment,'ESSG reserves the right to

revise, delete and add to the provisions of this Employee Handbook. All such revisions,

without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other

If I have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE .”’ 2o - (U

EMPLOYEE
NAME mee-  vQng
PLEASE PRINT

EMPLOYEE
SIGNATURE__ rmee Leang /7

2 ’
ESSG Qé{
REPRESENTATIVE

N —

D B

23
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Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group's Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of .
management or to telephone Employer Solutions Group (ESSG) at 952.8365.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

Employee Name (Please Print)

he e vCon ZL

Employee’s Signature:

nee Uovng : Date: /(-2¢ -7y

22



employer solutions staff Ing group.
. Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement -

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a Suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your uremployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. m (Initial)

ree YUn o [[-R0 - /ty
Employee Signature: ¢ Date:

me<e-  na
Employee (please print yotr name here)




SEIND 219301-EMP [OFFICBUSE yoepmon_ 4 !

Rehire Date
ENROLLMENT FORM
REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK FIXED INDEMNIEY PLAN Weekly Rates
s sy e (013D 0L §S . | e iy et o el
N Q i / , S /—, q -7 L/ - @ﬂ far the Term Life will be identical to your medical plan_seleclion. |
I. FIXED INDEMNITY MEDICAL ‘
Name _[11EL~ \EA\A%L ! D $20.91 Employee Only %
Street Address 1020 Tiuy cé S‘L‘ $42.44 Employee + 1
City QT. ?MU ! . State -m-N— ZIP‘S—S—’—D—Q .| I I:I $56.67 Employee + Family
Home Phone t{;iL'_U/i 3-" 7L€(D r I %O to all Indemnity benefits.

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

ESC NAV*SAD P2M v15.0

OPTION 1

Do you or any dependents have Medicare? S=ae e\
[JYes [INo I Yes: ‘JL

Medicare Health Insurance Claim Number (HICN) DENTAL "
D $5.99 Employee Only
. Medicare EffectiveDate ___ /___ [/ [] $11.98 Employee + 1
Namees of Covered Person(s) I:I $19.77 Employee + Family

il ﬂ&m
2. .
3

TERM LIFE | q’

$0.60 Employee Only
D Y_ES $0.90 Employee + 1

1Q*Sxo $1.80 Bmployee + Family
Social Security Number —e—e e e
. / / 4 F | [
PueofBinh ——/_—{—_ sex [][F] | SHORT-TERM DISABILITY &
Relationship: []Spouse []Child []Domestic Partner ’| ‘ S (J
: $4.20 Employee Only
Name | : NO
|
Social Security Number ______ - -~ 'Short-Term Disability is not available to persons who work in
/ l ! California, Hawaii, New Jersey, New York, or Rhode Island.
DateofBirth —__/___ /o [m]F] !
Relationship: []Spouse []Child [J Domestic Partner ':1."_.: ON 2 . il ~_§219§0J0',M_'§,M_P N
MEC WELLNESS/PREVENTIVE PLAN ~ Monthly.Rates |
ENEFICIARY INFORMATION : = : : e
o Term Life / Accidental Death & Dismemberment, please write I:I $58.87 Employee Only
your beneficiary information. i I:I $87.73 Employees |
NAME OF BENEFICIARY ‘ SR RYEE
, D $)86.99 Employee + Family
RELATIONSHIP ‘Q{:to MEC Wellness/Preventive Plan

:cidental Death & Dismemberment is part of the Term Life Benefit. |

have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
mderstand that making no benefit selection is a declination of coverage.
Date _z__]_/_&_o /_ZQLZ

>Signature h,..




